The physician can play a leadership role in detoxifying death for the patient, the family, and the professional staff. However, physicians commonly manifest avoidance and other dysfunctional behaviors when dealing with death. Dysfunctional physician behaviors around death are not rooted in cognitive understanding and are resistant to conventional didactic approaches (SUPPORT Principal Investigators, 1995). Physician responses to end-of-life patients are affected by the power of childhood memories, personal beliefs, attitudes and unexamined conclusions drawn from medical training. To affect behavioral change, a curriculum was developed that creates an intensive community of inquiry among physician peers to examine existing beliefs in depth and to motivate, validate, and support new behaviors. The curriculum on Detoxifying Death for Physicians was implemented 12 times over a three-year period. Physicians from the United States and Canada, representing a wide range of specialties and practice styles, participated in the curriculum. Participants reported significant attitudinal and behavioral change in the direction of increased comfort in caring for patients at the end of life and in discussing death and dying with colleagues. The Institute for the Study of Health and Illness's (ISHI) experience with this multimodal curriculum suggests that it is possible for mature physicians to significantly alter their attitudes and behaviors toward end-of-life patients through participation in an intensive educational process. It also suggests that change may be a function of the depth and integrity of the educational process rather than the length of exposure to the curriculum.
for patients at the end of life are rooted not in their medical expertise but in their beliefs about death. Attitudes from childhood, past memories and unexamined conclusions about death drawn from experiences in training have great power to shape and control a physician's behaviors and response to a dying patient. Inappropriate physician behaviors lead to unnecessary and inappropriate allocation of resources and much unnecessary suffering. Such deeply rooted behaviors are not responsive to traditional educational methods or economic sanctions, and change will require new approaches to medical education.
The resistance of these behaviors to cognitive approaches was documented in the November 22, 1995 issue of the Journal of the American Medical Association (SUPPORT investigators, 1995) . The failure of the SUPPORT intervention to effect behavioral change in self-selected physicians suggests that despite sophisticated postgraduate training and medical expertise, it is the deeply held personal beliefs and feelings about death which prevail and shape physician choices at the time of death.
In response to this need for attitudinal reform, the Institute for the Study of Health and Illness (ISHI) at Commonweal designed a holistic, multimodal Continuing Medical Education (CME) curriculum for postgraduate physicians. The intention of the curriculum was to enable physicians to address the root causes of their phobic behaviors and dysfunctional attitudes toward death. In 1997 ISHI began implementation of Detoxifying Death for Physicians, a year-long, CME curriculum consisting of four, four-day intensive learning modules delivered in a retreat format. The curriculum was held in an informal, natural retreat setting, as ISHI has found that a new and non-professional environment does not cue automatic and dysfunctional thinking, but instead encourages physicians to relate to their colleagues and to their own beliefs and attitudes in new ways. This curriculum was offered three times during the period 1997 through 1999.
Physician participants came from all areas of the U.S. as well as British Columbia, and Canada, and represented a wide range of specialties, including oncology, surgery, pediatrics/neonatology, emergency medicine, family and community medicine, obstetrics/gynecology, palliative care, hospice and hospice for children, geriatrics, neurology, internal medicine, and psychiatry; and a wide range of practice styles, from solo rural practice to academic research and teaching.
The basic educational approach of this curriculum was the formation of peer physician communities of inquiry. Each study group was organized as a discovery process that took the form of a four-day-long conversation among peers, seeded by brief didactic presentations, self-reflective exercises, and periods of contemplation. Each physician spoke from his or her professional and personal experiences and offered others the benefit of their perspectives. The study group was small enough to be responsive to individual concerns and ensure that everyone could actively participate so that truths learned could be seen to be relevant to all physicians.
In addition to intensive small group interaction, the curriculum drew on fields outside of medicine for educational techniques such as journal writing, contemplation, imagery, meditation and yoga, group sand tray, ritual, and poetry writing. Basic stress reduction techniques and methods of self-care were integrated into every workshop. Readings and suggested bibliographies for further studies were provided to participants, as well as other program materials.
FINDINGS
Program evaluation utilized three outcome assessment tools: course evaluations, preand post-workshop questionnaires, and narrative interviews. The physician participant numbers varied by instrument. The numbers were too few for statistical significance testing, but were strongly suggestive of statistical as well as substantive significance with further study.
A course evaluation questionnaire containing 31 open-and close-ended questions was administered to participants after each curriculum module. Evaluations were completed by all of the participants in the 11 workshops presented between July 1997 and August 1999. A second tool entitled the &dquo;Death Priorities Index&dquo; (DPI) was developed in 1998 and administered pre-and post-each curriculum module to participants in the May 1998 through November 1999 modules. The DPI was designed to assess physicians' priorities when caring for their dying patients and to determine the extent to which physicians were able to implement those priorities with specific patients. DPI data were analyzed in depth from 31 randomly chosen participants who attended workshops between May 1998 and August 1999.
The third tool used was a half-hour narrative interview. It was administered to 35 random physician participants, many of whom reported experiencing substantive changes in their attitudes and professional lives. Participants were interviewed in November 1998 or July 1999; thus their responses represent a spectrum of postcurriculum intervals.
The curriculum evaluation examined changes in physicians' attitudes toward death, toward working with the dying and toward their work.
Changes in Attitudes Toward Death
Major attitudinal changes were seen in physicians' stated definitions of death as reported on course evaluations following participation in the curriculum. Definitions of death prior to the curriculum fell into one of three categories. Death was defined as a physiological event (&dquo;cardio-respiratory arrest&dquo;), an ending (&dquo;the end or disintegration of the body&dquo;), or an event about which the physician felt shame or fear (&dquo;a failure,&dquo; or &dquo;a thing to fear, to be apprehensive about, to shy away from&dquo;).
Post-curriculum, physicians' definitions of death revealed a substantial increase in the number of definitions per physician, the complexity of responses, and changes in the content of the responses. The majority of post-workshop definitions of death revealed positive attitude changes and reflected a greater understanding and acceptance of death. The focus of post-curricular definitions moved away from the physiology of death and clustered around alternative views of death, mainly death as a transition or a transformation or as a mystery. For example, one physician defined death as &dquo;Part of the mystery of this life, the great transition.&dquo; The themes of the post-curricular definitions shifted from death as an ending to death as a natural continuation of life and included responses such as &dquo;A step in an unfolding journey,&dquo; or &dquo;The end, but also a beginning.&dquo; In addition, several responses included the concept of death as an opportunity for teaching and discovering meaning.
Changes in Attitudes Toward Working With the Dying
All participating physicians reported changes in their comfort levels when interacting with the dying. In course evaluations, participants reported they felt more comfortable discussing death with patients and families after the curriculum. Respondents attributed this change to their improved listening and communication skills, their heightened knowledge of their personal emotional needs, and learning specific techniques for working with the dying. One of these techniques involved physicians expressing their own grief and witnessing the grief of other physicians.
About half of the physicians reported new realizations regarding the effect of their personal beliefs on their care of the dying. About one-third indicated that specific techniques such as &dquo;helpful/not helpful ways of listening&dquo; were the most useful. Onequarter of responses focused on the importance of self-awareness; physicians reported learning such things as &dquo;the basis for why it has been difficult for me to really talk about death.&dquo; Physicians also learned the importance of grief for healing, expressing insights such as &dquo;Grieving is necessary to healing loss.&dquo;
Physicians' realizations had three main themes: understanding personal barriers to accepting dying and death, changing their personal perspective on death, and understanding the effects of past personal losses on their care of patients and their attitudes as physicians toward death. Asked to describe their most valuable professional insight related to the care of the dying, the majority reported a renewed perspective on their work as physicians. Others reported gaining a new understanding of the importance to the dying patient and family of simply being present and being a compassionate witness, feeling rededicated to their profession, or gaining a new perspective on the task of the medical profession.
Attitudinal and behavioral changes were noted after taking the curriculum. While controlling the patient's pain still ranked as highly important, it was no longer the sole focus of care post-curriculum. The interactional goals of loving kindness and openness were ranked as more important. Physicians reported being more satisfied with the interactional quality of their relationships with patients prior to their death, reporting a higher satisfaction with their openness and availability toward these patients. Even when feeling dissatisfied with their level of control and emotional comfort in caring for dying patients, physician participants post-curriculum still sought out interaction with patients and their families and still behaved in ways that were more honest, open, and compassionate with a dying patient and his/her family.
Changes in the Experience or Focus of Work
As reported in narrative interviews, many participants made substantial changes in their professional lives post-curriculum. Nearly one-third increased their professional work with the dying or made career transformations to improve services for those facing death. ISHI's long-range follow-up experience with a CME curriculum prior to this study (1991) (1992) (1993) (1994) (1995) (1996) showed that post-curriculum changes were enduring. In these earlier findings, most physicians continued to make career changes based on curriculum learning, and the most substantive professional changes occurred three to five years post-curriculum. Based on this experience, it may be anticipated that physician participants in the Detoxifying Death for Physicians curriculum will continue to make professional choices over the next several years that will enhance their care of the dying.
DISCUSSION
Certain basic premises about the antecedents of dysfunctional and phobic physician behavior related to the end of life were the basis of The Detoxifying Death for Physicians curricular design. A number of innovative educational strategies were utilized to defuse avoidance. The Institute for the Study of Health and Illness' (ISHI) experience with this curriculum suggests that contrary to previously published research (SUPPORT investigators, 1995) , it is possible for mature physicians to alter their attitudes and behaviors toward end of life patients through intensive educational means. It also suggests that change may be a function of the depth and integrity of the educational process rather than the length of exposure to the curriculum.
Through our experience with this curriculum we have learned that dying and the management of the dying is a relatively neutral topic among physicians, but death itself is a taboo subject and is rarely discussed in professional settings. The great majority of physicians participating in Detoxifying Death for Physicians had never before discussed death with colleagues -,or had they had the opportunity to wonder about its meaning for themselves and their patients. Physicians had questions about death that they had carried unexamined for periods as long as 20 years and untold stories about death that preceded their professional training. In almost all cases, this material had great influence on their present patient interactions. The psychological and spiritual hunger to engage in such a discussion among all 12 curriculum groups far exceeded our expectations. In most cases, physician contact with the Institute and with other physicians in their study groups extended beyond the retreats and is ongoing.
The majority of participating physicians had very significant and often traumatic personal experiences with death, often at a young age, and had created for themselves a somewhat rigid psychological position that profoundly colored their self-image. When this unconscious self-image was challenged during a patient's dying process, physician behaviors and interactions became dysfunctional. Prior to participation in the curriculum, most physicians were unaware of this psychological dynamic. The curriculum outcomes suggest that releasing old psychological patterns and structures makes available considerable psychological energy for change. Having the opportunity at the ISHI retreats to gain awareness of lifelong patterns, experience acceptance and understanding from respected peers, and express grief openly seemed to allow interactional and behavioral change on the part of physician participants with respect to their patients. This was accompanied by increased personal and professional satisfaction in relation to the care of end-of-life patients, which was self-reinforcing and diminished emotional distance in interactions with such patients. As one physician put it: &dquo; It's no longer about my success and my failure; it's not about me. It's about the privilege of being there at such an important time in someone's life. I used to avoid these patients ... I now seek them out. They give me a lot.&dquo; We also observed the profound levels of unexpressed grief that nearly every physician participant brought into the program. This was especially striking in that most participants exhibited dysfunctional styles of coping with their losses and few knew how to grieve. The curriculum premise that grieving needs to be taught and requires the support of an accepting peer community was reaffirmed in our observations during this curriculum. This need for peer support in grieving and the inability to find such structures of support was brought up spontaneously by the study group in all 12 modules. Few physicians described their previous relationships with their colleagues as &dquo;safe.&dquo; The groups expressed this unmet need through comments such as &dquo;This is the first time I have been with other physicians in a group and not felt competitive.&dquo; &dquo;I cannot believe how different this is than any other physician group. I feel safe here.&dquo; This level of acceptance allowed physicians to grieve experienced deaths in ways that went very deep. It seemed clear to us that certain aspects of a physician's s experience cannot be understood by nonphysicians and that the lack of a safe peer community has stifled the healing of such grief.
It seems that the grieving process that was a part of every module supported many of the reported changes in behavior. The experience of healing wounds related to loss and death, many of which were old, gave participants the courage and motivation to relate more openly to their dying patients and their families, and to be more willing and able to glisten to them.
Many physician participants described the shift in perspective that they experienced postcurriculum, but one said it most succinctly: &dquo;I don't think I knew that these things (death experiences) healed. It's like if I didn't know my body could heal, I would never get off the couch. I know that I can heal from the pain of losing a patient now. It has lessened the distance between me and those I will lose. I also saw the power that simply listening to others has on their ability to heal from loss. It surprised me.&dquo; Much of the physician's unexpressed grief is associated with unspoken guilt as well. The experience of sharing mistakes with colleagues who understood the pain of inadvertently causing harm and who were genuinely compassionate enabled many participants to become less phobic about caring for end-of-life patients and break free from the frozen avoidance behavior that had resulted from these errors.
The honesty of these discussions far exceeded our expectations and included the sharing of experiences of euthanasia, deliberate concealment of euthanasia behavior, and falsification of death certificates.
The opportunity to discuss the mystery of death and to wonder about the nature of death provided some of the curriculum's most powerful and touching moments. Many physicians talked about experiences they had not shared elsewhere. The image of death as the enemy and the finality of death itself came into question in a rather natural way. Because of the clear lines drawn between religious beliefs and personal experiences, these discussions were rarely within a religious context and were wide-ranging and intimate. All participants seemed to be able to discuss death with comfort despite wide variations in religious backgrounds. This seemed to give the participants an unexpected permission to speak with patients of religious backgrounds other than their own about death beliefs. The tone of inquiry that had been set by previous interactions was sufficient to allow participants to wonder without losing the respect of their colleagues.
In a subtle yet powerful way, these discussions also defused some of the emotional baggage that participants brought to the bedside. This shift in perspective was mentioned by many participants, often described as a &dquo;greater comfort with the Unknown,&dquo; and several also expressed a greater willingness to speak of this with their patients.
Combining cognitive learning with experiential/contemplative formats allowed for far deeper inquiry into the subject matter than either approach could offer alone. The use of approaches such as the group sand tray, yoga, walking meditation in a Chartres-style labyrinth, poetry reading and writing, and journaling enabled each participant to formulate new concepts of death in rich and individualized ways, and allowed participants to change in ways that were deeper than may have been possible without this synthesis of educational strategies. The participant outcomes of Detoxifying Death for Physicians suggest that education for attitudinal and behavioral change in complex and multilevel areas of human experience can be successfully accomplished through this cognitive-experiential-contemplative approach.
SUMMARY
The Detoxifying Death for Physicians curriculum was designed to provide physicians an opportunity to study their personal beliefs about death and detoxify its meaning for themselves in order to play a greater leadership role in meeting the endof-life needs of patients and their families. Physician participants experienced multiple changes in their attitudes toward death and working with the dying, and reported shifts in the experience and focus of their work.
Physicians' definitions of death moved from themes of physiology, endings, and failure to themes of transformation, mystery, and opportunity. Physicians reported learning specific techniques for working with the dying, the importance of grief in healing their losses and maintaining their openness to dying patients, and finding new personal resources and strengths in themselves. Physicians' reported personal insights included understanding their own barriers, changing their perspective on death, and realizing the effects that past losses were having on present attitudes and behaviors. Professional insights clustered around feeling rededicated to their profession, gaining new perspectives on the profession, and understanding the importance of being present and bearing witness with patients.
Physicians experienced significant changes in the interactional priorities they held as important in caring for dying patients, and came to value compassionrelated aspects of interaction more than control-related aspects. Physicians who increased their priority on compassionate interaction and decreased their priority on control became more satisfied with both their emotional competence and their openness in relation to their dying patients. Even when feeling unable to control the outcome, physician participants still were able to be more honest, open, and compassionate with a dying patient and his/her family. Prior to attending the curriculum, physicians reported difficulty with honesty and openness when they felt out of control.
Valuing the compassion-related aspects of interacting with dying patients had far-reaching effects on the behaviors of physician participants. After the curriculum, physicians were more likely to make time for patients' grief, express feelings about the patient's dying to the patient, visit the home of the patient at the time that he/she was dying, and learn something professionally important from the patient's s family.
All of the physicians reported that the curriculum was useful in improving their relationship with dying patients. Nearly all physicians reported increased comfort when discussing death with patients and families. Some physician participants refocused their careers to increase work with the dying, or to improve services for those facing death. Most indicated that they were disseminating new approaches to death and dying through teaching, administrating programs, conducting research, or publishing. Overall, physicians who experienced the Detoxifying Death for Physicians curriculum appear to have been greatly affected in multiple ways, to their own benefit and that of the patients they treat, the colleagues they teach, and the medical profession as a whole.
In summary, ISHI's experience with this curriculum suggests that it is possible for mature physicians to sig, ificantly alter their attitudes and behaviors toward end-of-life patients through participation in an intensive educational process. It also suggests that change may be a function of the depth and integrity of the educational process rather than the length of exposure to the curriculum. REFERENCE SUPPORT Principal Investigators. (1995, November 22-29 Association, 274, 20, 1591 Association, 274, 20, -1598 
